A 57-year-old construction worker, born and raised in rural Montenegro, presented to the emergency department with a painful erythematous 7 × 6 cm mass on the lateral aspect of the right thigh ([Fig. 1](#fig0005){ref-type="fig"}), at the site of a previous cystic mass resection 13 years earlier. The patient suffered from recurrent episodes of pain, swelling and erythema associated with minor traumas to the right thigh, although this relapse was more severe than prior episodes. No allergic symptomatology was reported. Histopathology of the submitted specimen from previously resected lesion had revealed a foreign body type of granulomatous reaction, with no malignancy or microorganism.Fig. 1Large erythematous mass at the lateral aspect of the right thigh.Fig. 1

MRI showed a T1 hypointense lobulated cystic lesion in the previous surgical bed involving the vastus medialis and vastus intermedius muscles with extension to the dermis and subcutaneous prominence (Figs. [2](#fig0010){ref-type="fig"} and [3](#fig0015){ref-type="fig"} , ). Complete surgical resection was conducted. Histopathology revealed laminated membranes surrounded by dense fibrous tissue and granulomatous inflammation (Figs. [4](#fig0020){ref-type="fig"} and [5](#fig0025){ref-type="fig"} , ). Polymerase chain reaction amplification of the tissue block was positive for Echinoccocus granulosus. A serum ELISA using crude antigens for Echinococcus granulosus was positive with an optical density (OD) of 0.59 (OD cut-off value: 0.35). Abdominal ultrasound and chest radiography showed no liver or lung involvement.Fig. 2Axial T1-weighted MRI of the right thigh showing a cystic lesion (white arrow) involving the vastus medialis and vastus intermedius muscles and extending up to the dermis.Fig. 2Fig. 3Sagittal T1-weighted MRI of the right thigh showing a cystic lesion (white arrows) involving the vastus medialis and vastus intermedius muscles and extending up to the dermis.Fig. 3Fig. 4Hematoxylin and eosin (H&E) staining of histopathology section showing laminated membrane (black arrow) surrounded by dense fibrous tissue (white arrow) and granulomatous inflammation (\*). Magnification 20×.Fig. 4Fig. 5Hematoxylin and eosin (H&E) staining of histopathology section showing laminated membrane (black arrow) at higher magnification(400×).Fig. 5

While primary musculoskeletal hydatidosis is a rare entity, and preoperative clinical and radiological diagnosis is challenging, any cystic lesion in a patient from an endemic area should raise the possibility of echinococcosis, regardless of anatomic location [@bib0005]. Echinococcal serology can help support the diagnosis, and complete excision with albendazole therapy is the treatment of choice [@bib0010], [@bib0015].

During the previous lesional excision, a significant amount of fluid was released, suggesting the cyst wall was breached. Though not diagnosed at the time, rupture of hydatid cysts increases the likelihood of recurrence. His episodes of recurrent localized inflammatory reaction were probably due to cyst leakage caused by minor traumas to the thigh. Prolonged albendazole treatment and follow-up are planned.
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